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a b s t r a c t
A51-year-oldmanwas seen at our hospital because of diarrhea. Bariumenema and colonoscopy revealed
a cancer in the lower rectum and ﬁstula formation from the site to ileum. Resection of the rectal cancerccepted 27 October 2010
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and ileorectal ﬁstula was performed. Histologically, the resected lesion was mucinous adenocarcinoma
with contiguous invasion from the rectum to the ileum. The patient is alivewith no sign of recurrence 120
monthsafteroperation. Fistula formationbetween thecolonandothergastrointestinal tractorgans is very
rare, especially for rectal cancer. Fistula-forming colorectal cancers are rarely found to have metastatic
lesions in the liver, peritoneum and lymph nodes despite their invasive behavior; accordingly, curative
l rese
© 2olonoscopy
arium enema
resection involving partia
. Introduction
While obstruction, perforation and penetration into adjacent
tructures arewell-known complications of cancer of the colon and
ectum, ﬁstula formation to other parts of the gastrointestinal tract
s considered very rare. Although this complication can be diag-
osed readily by radiographic imaging, colonoscopy has also been
seful. We present a case of ileorectal ﬁstula due to rectal cancer
nd review its clinical aspects.
. Case report
A 51-year-old male was admitted to our hospital complain-
ng of diarrhea, lower abdominal pain and bloody stool. His
istory and family history were unremarkable. Anemia was
ound on physical examination. His abdomen was ﬂat and soft.
ectal examination revealed a circumferential hard tumor. Lab-
ratory data included an erythrocyte count of 373×104/mm3
410–530), hemoglobin10.1 g/dl (14.0–18.0), anda leukocyte count
f 9800/mm3 (3800–8500). Blood chemistry was within normal
imits. The carcinoembryonic antigen (CEA) 32.0ng/ml (0–5.0) was
levated.
A barium enema revealed an apple-core lesion in the lower rec-
um and a ﬁstulous tract leading to the ileum (Fig. 1). Colonoscopic
ber demonstrated a tumor with a clearly deﬁned sharp border in
he lower rectum. A small and deep ulceration was observed in its
enter along with two ﬁstulous tracts leading to the ileum (Fig. 2).
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Histological examination of biopsy specimens revealed adenocar-
cinoma. Resection of the rectal cancer and ileorectal ﬁstula were
performed under a preoperative diagnosis of rectal cancer with
an ileorectal ﬁstula. A cross section of the ﬁstulous tract and the
rectum showed contiguous carcinomatous invasion from the rec-
tum to the wall of the ileum (Fig. 3). Histologically, the resected
lesionwasmucinous adenocarcinomaandpathological stagingwas
Dukes B, such as pT4, pN1, pM0. The patient is alive with no sign of
recurrence 10 years after surgery.
3. Discussion
Malignant ﬁstula of the gastrointestinal tractwas ﬁrst described
by Haldane in 1862.1 Fistula formation between the colon and
other gastrointestinal tract organs is rare. Diverticular disease
has been the major cause in western countries.2 Other disorders
reported to cause ﬁstula include Crohn’s disease,3 gastric ulcer,4
lymphoma5 and carcinoid tumor.6 Carcinoma is theminor cause of
gastrointestinal ﬁstula.7,8 Especially, ileorectal ﬁstula due to rectal
cancer is a very rare condition. There are only a few reports in the
literature.9,10
Fistula formation in malignant tumors of the gastrointestinal
tract is considered to occur in two distinct ways.7 In one type of
formation, the tumor grows contiguously to the other organ. In
another type, the primary tumor develops a deep ulceration with
either a peritoneal reaction or an organization of exudates, which
Open access under CC BY-NC-ND license.then leads to adherence to adjacent structures; eventually, it per-
forates into the lumen of the other organ.
The majority of malignant ﬁstulas of the gastrointestinal tract
have been diagnosed by radiography. In our case, a barium contrast
study revealed that the contrast ﬂowed through theﬁstula between
ense.
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Fig. 1. A barium enema revealed an apple-core lesion in the lower rectum and
a ﬁstulous tract leading to the ileum (arrowheads; ileum, arrow; oral side rectal
lumen).
Fig. 2. Colonoscopic ﬁber demonstrated a tumor with a small and deep ulcera-
tion in the rectum (arrow). Two ﬁstulous tracts leading to the ileum were seen
(arrowheads).Fig. 3. A cross section of the ﬁstulous tract and the rectum showed a contiguous
carcinomatous invasion from the rectum (arrow) to the ileum wall (arrowheads).
the ileum and the rectum. Colonoscopy, through which we could
observe the ﬁstulous lumen, was more diagnostic.
Colorectal cancer forming a ﬁstula is characteristic in that it
scarcely occurs in patients having liver metastasis, peritoneal dis-
semination, or lymph nodemetastasis.7,8,10 Therefore, it is thought
that a curative operation is possible by performing extended tumor
resection with ﬁstula-forming organs and that a good prognosis is
expected.
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